Expressed emotion (EE) is considered a general predictor of poor outcome across a range of conditions, including eating disorders, and is valuable in measuring the effect of family interventions. There are no self-report questionnaires validated in Spanish to measure EE among relatives of patients with a psychiatric condition. The aim of this study was to examine the psychometric properties of the Spanish version of the Level of Expressed Emotion scale (LEE) among relatives of eating disorder patients. A cross-sectional study of 270 relatives of patients with an eating disorder was conducted to examine the factor structure, reliability and validity of the LEE scale. Results indicated that the LEE-S (Spanish version) did not correspond to the a priori subscales described in the original version. The refined 45-item LEE-S scale consisted of four factors which explained 25.5% of variance in EE for relatives. Reliability was acceptable (α ranged from .73 to .86). The discriminant validity of the subscales was moderately supported by correlations with psychological distress (GHQ-12; rho = .34) and specific caregiving experience (EDSIS; rho = .39). The LEE-S instrument has adequate psychometric properties and may be of value to assess families at risk of a negative emotional climate at home.
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Expressed emotion (EE) has been extensively researched across psychiatric conditions as the strongest family factor that influences the course of an illness. It is considered a general predictor of poor outcome across a range of conditions, including eating disorders (ED) (Butzlaff & Hooley, 1998) . Efforts to identify the relationship between vulnerable patients and the emotional climate of their home environment was first addressed in schizophrenia studies (Brown, Birley, & Wing, 1972; Vaughn & Leff, 1976) through which relatives were found to exhibit high levels of expressed emotion. The relevance of this finding has spawned research of EE in different mental illnesses.
EE in relation to Eating Disorders
A consistent body of work by Janet Treasure and colleagues (Schmidt & Treasure, 2006; Treasure et al., 2008; Treasure et al., 2007) suggests that the type of close interpersonal interaction captured in the construct of EE as well as the reaction of family members to the illness may be causal maintaining factors in EDs. In this line, several studies that have examined the relationship between EE and patient relapse have shown that EE is a reliable predictive variable (Hodes & Le Grange, 1993; Szmukler, Eisler, Russell, & Dare, 1985; van Furth et al., 1996; van Furth, van Strien, van Son, & van Engeland, 1993) . Furthermore, caregivers tend to perceive themselves to be helpless and despair at managing eating disorder behaviours (ie. food restriction or vomiting) and communicating with their relative (ie. low mood or irritable) (Graap et al., 2008; Perkins, Winn, Murray, Murphy, & Schmidt, 2004; Santonastaso, Saccon, & Favaro, 1997; Whitney et al., 2005) , which in turn, can lead to conflictive situations. Overall, it seems that EE of relatives is a valid construct realm of eating disorders and can be modified through family-based interventions (Sepulveda et al., 2010; Uehara, Kawashima, Goto, Tasaki, & Someya, 2001; van Furth et al., 1996) .
Measuring EE
The first instrument administered to assess the level of EE experienced by the primary relative was the Camberwell Family Interview (CFI), which required up to 5 hours to complete (Brown & Rutter, 1966) followed by a modified version that only required around to 2 hours (Vaughn & Leff, 1976) . Researchers have found that the CFI has good validity and satisfactory reliability across cultures (Hashemi & Cochrane, 1999) . However, the time-consuming administration and coding limits along with its widespread utilization has led researchers to look for an alternative. In this manner the Five-Minute Speech Scale (FMSS) (Magana et al., 1986) was developed, which is a more feasible tool, though it still requires coding by a qualified rater. Both semi-structured interviews have been used in Spain: the CFI has been validated in a Spanish population (Gutiérrez, 1986) and has been used specifically in EDs (Rodriguez & Vaz, 2005) , and the FMSS (Muela & Godoy, 2010) , has been validated and applied to relatives of patients with schizophrenia. Likewise, several self-report questionnaires have been developed to assess EE experienced by either relatives or patients and the exhaustive review of EE instruments by van Humbeeck, van Audenhove, De Hert, Pieters, & Storms (2002) found nine valid alternative questionnaires, which has facilitated the clinical and research utility of EE.
Development and course of the Level of Expressed Emotion Scale
The Level of Expressed Emotion Scale (LEE) was developed to measure the emotional climate of the home environment, as perceived by the patient (Cole & Kazarian, 1988) . The scale's 60-items generated four factor correlates of the EE construct (Vaugh & Leff, 1981) : a) intrusiveness, b) emotional response to the patient's illness, c) negative attitude towards illness and d) tolerance and expectations relating to the patient. Each of these four components included 15 true-or-false questions. Scores are calculated for each scale as well as for a total score. A family member is classified as showing high EE when his or her score lies above the median. The internal consistency indices for the scales ranges from .84 to .95 (Cole & Kazarian, 1993) . Moreover, the intrusiveness and tolerance/expectation scales are significantly correlated with the key relative's CFI critical comments (Kazarian, Malla, Cole, & Baker, 1990) .
Furthermore, a version of the LEE scale designed for the relatives of patients was also developed by the authors (Kazarian et al., 1990) with slight modifications of the original scale (pronoun changes) but with no item reduction. In each statement, "She" was changed to "I". For example, "She says I lack control" was changed for "I say she lacks control"; or in another statement, "She doesn't butt into my conversations" was replaced by "I don't butt into her conversations". Only the LEE total score and the intrusiveness scales from the relatives' version correlated significantly with the CFI critical comments (Kazarian et al., 1990) . Although the LEE relatives version has not been widely used (see Table 1 ), previous studies have shown satisfactory indices of internal consistency and test-retest reliability, as well as satisfactory predictive validity, for relatives of Caucasian schizophrenic patients compared with Mexican-Americans (Kopelowicz et al., 2002) and it has also been used in other psychiatric populations such as those with an obsessive-compulsive disorder (van Noppen & Steketee, 2009) . Table 1 shows psychometric properties of the patient and relative versions of the LEE scale as well as several reviews on the patient version. In fact, certain modifications and improvements have been developed using factor analysis and a four-point Likert scale in the Dutch version for patients (Gerlsma & Hale, 1997; Gerlsma, Van der Lubbe, & Van Nieuwenhuizen, 1992) . Likewise, Startup Kazarian et al. (1990) : Relation between LEE, CFI and IRQ scores Gerlsma et al. (1992) : factor structure of the Dutch version of LEE Cole and Kazarian (1993) 
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(1999) examined the three-factor model of Gerlsma et al. (1992) using a confirmatory factor analysis in an English sample and obtained appropriate fit indices, all greater than .70 (Startup, 1999) . Recently, the scale was translated into Chinese using a four-point Likert scale obtaining a fourfactor structure (Chien & Chan, 2009 ).
There is a large body of evidence suggesting that the patient version of the LEE scale should be used instead of the CFI (van Humbeeck et al., 2002) . However, there is less support for the relative version of the LEE scale, despite the fact that the relatives' critical comments, assessed by the CFI, correlated with the relative version of the total LEE score and not with the LEE patients' version (Kazarian et al., 1990) . According to the theoretical starting point of the present study, a family focused approach may be more appropriate than a patient focused one in terms of interventions addressing EE (Vaughn et al., 1976) .
One of the fundamental research objectives in clinical psychology is to gather empirical evidence on the psychometric properties of psychological assessment instruments. Therefore, the main objective of the present study was to validate the relative version of the LEE scale following international standards regarding the translation and adaptation of tests among a Spanish sample of relatives of patients with an ED. We followed the subsequent steps: a) to examine the structural validity of the instrument (exploratory factor analysis); b) to assess the internal consistency (Cronbach's alpha and intercorrelations between scales) and c) to assess the discriminant validity.
Method

Participants
The sample of the study was comprised of 270 relatives (63% females and 37% males) who were recruited from the Eating Disorders Service of the Hospital de Valdecilla (n = 53), from the Hospital Infantil Universitario Niño Jesús (n = 146) and from the Spanish Eating Disorders Carers Association (ADANER) (n = 71). All of these family members had a relative who had been diagnosed with an eating disorder following DSM-IV criteria (American Psychiatric Association, 2000) by mental health professionals at the respective hospitals. All patients received a multidisciplinary and multicomponent treatment in specialist eating disorder units. In the case of ADANER, the association is a network of families that does not offer treatment but refers associates to appropriate specialized eating disorder units at the public hospitals. Two types of caregivers can be considered, primary caregivers who report a greater number of face-to-face hours of contact caring for the patient per week in contrast to secondary caregivers. Eighty-four secondary caregivers were included reporting on the same patient. These secondary caregivers were also included due to the significant differences between them and the primary caregivers with regard to EE levels and psychological distress (specifically in the total LEE and Intrusiveness subscale, as well as the General Health Questionnaire (GHQ-12), due to the fact that subscale scores were skewed using pairwise comparisons Wilcoxon tests).
Procedure
Participants were recruited over a period of two years. To be eligible for the study, the caregiver had to be either living with, or directly involved in the care of a person with an ED. Relatives were given an information sheet describing the study. Questionnaires were completed at the respective hospitals. The design estimated that an adequate sample size for exploratory factor analysis was close to 5 subjects per item and allowed a non-response rate of up to 5% (Costello & Osborne, 2005) . We expected to collect a sample of 316 caregivers. Ethical committee approvals at the hospitals were granted for the study (Reference code, R-009/10).
Although a slightly higher response rate was expected, ultimately a total of 320 questionnaires were obtained. However, 39 (12.2%) were excluded due to incomplete data. Exclusion criteria were set at three missing responses in the LEE, the Eating Disorders Symptom Impact Scale (EDSIS) and/or the General Health Questionnaire (GHQ-12). Likewise, 11 outliers who scored zero on the GHQ-12 were also removed. A final sample of 270 relatives was included in the statistical analysis.
Translation and cultural validation
The following translation and adaptation procedures were used for the LEE: (a) two independent translations of the original 60-item version with dichotomous scoring were made from English into Spanish by two expert translators, with knowledge of psychology and psychopathology; (b) comparison of the translations to assess differences in interpretation and to identify points of disagreement between them; (c) back translation into English by another expert translator; (d) comparison of the direct and back-translation versions by translator and researchers to verify the conceptual and semantic equivalence of the sentences; (e) administration of the scale to 10 caregivers from the Spanish Eating Disorders Carers Association, identifying terms subject to confusion and possible difficulties in the scale's application, f) finally, pertinent adjustments in the writing were made, considering the existing terminology in the Spanish literature on EDs and drafting the definitive version presented in this work. The translation has been approved by the questionnaire authors.
Assessment Measures
Clinical and demographic Assessment: Relatives completed a demographic questionnaire that included details SEPÚLVEDA, ANASTASIADOU, DEL RÍO, AND GRAELL 830 about themselves (e.g. age, education level, marital status); information about patients' symptoms (e.g. subtype of disorder, duration of the illness) and aspects of caregiving experience (e.g. average of daily hours of face-to-face contact).
Level of Expressed Emotion Scale (LEE) (Cole & Kazarian, 1988) . The LEE is a 60-item self report instrument with a true/false scale which is based on the theoretical dimensions of EE and assesses four types of perceptions that relatives or patients hold on the emotional climate of their home environment: intrusiveness, emotional response, attitude toward illness and tolerance/expectations. When administered to relatives (Healey, Tan, & Chong, 2006; Kazarian et al., 1990; Kopelowicz et al., 2002; van Noppen & Steketee, 2009 ) the instrument demonstrated good psychometric properties.
General Health Questionnaire (GHQ-12) (Goldberg & Williams, 1988) . The GHQ-12 was used to measure relatives' level of psychological distress. Each item is rated on a 4-point scale (range 0-3) with scores ranging from 0-36, with higher scores indicating increased psychological distress. The GHQ has shown high internal reliability (α = .91) and high validity. The Spanish version was validated (Lobo & Muñoz, 1996) and it has been studied in general adult samples (González-Romá et al., 1991; Sanchez-Lopez & Dresch, 2008 ) with a satisfactory internal consistency of .76.
Eating Disorder Symptom Impact Scale (EDSIS) (Sepulveda, Whitney, Hankins, & Treasure, 2008 ) is a 24-item scale assessing the negative appraisals on specific aspects of caregiving in EDs (nutrition, guilt, dysregulated behaviour and social isolation) using a 5-point Likert scale. Higher scores mean negative appraisals on caregiving related to the symptoms. The internal consistency is high (α = .90). It was translated into Spanish and validated in a clinical sample (Carral-Fernández, Sepúlveda, Gómez, Graell, & Treasure, in press) with high reliability (α = .88).
Statistical analysis
In order to assess the psychometric properties of the relative version of the LEE scale, an Exploratory Factor Analysis (EFA) was performed using MPlus, given the dichotomous nature of the data (Muthen & Muthen, 2006) . EFA was estimated using a robust weighted least squares estimator and oblique QUARTIMIN rotation. Parallel analyses were used in order to establish the number of dimensions needed to accurately account for the common variance among the items (Horn, 1965) . Only items with factor loadings higher than .40 in any factors were considered for inclusion in the final scale. Scale reliability was assessed using Cronbach's alpha coefficient for the total scale and subscales. It suggested that a coefficient of .70 or higher could be considered "acceptable" (Nunnally & Bernstein, 1994) . Item-total subscale correlations were also calculated.
Distributions of the subscales scores are reported in terms of range, means, and standard deviations. Discriminant validity was examined using cross-sectional data to examine the strength of association between subscale scores of the new scale LEE-S (Level of Expressed Emotion-Spanish version) and psychological distress (GHQ-12) as well as specific aspects of caregiving related to the symptoms (EDSIS), using Spearman correlations (non-normal distribution). The validity was also explored by examining the association between relatives' age, type of diagnosis, duration of illness, patient's symptomatology, comorbidity and the subscales and the total LEE-S score, expecting stronger correlations in younger relatives, those of patients with BN, longer duration of the illness, presenting vomiting symptoms and comorbidity. Binary variables were: type of diagnosis (anorexia/bulimia nervosa), patient's symptomatology (restricting/vomiting) and comorbidity with the following symptoms: alcohol abuse/stealing/self-harm (yes/no). Cohen (1988) suggested the following guidelines: higher than .5 is large, .49 -.3 is moderate, .29 -.1 is small.
Results
Sample characteristics
The mean age of the 270 relatives was 48.8 years (SD = 7.22; range: 27 -72). Of the 270, 186 were primary caregivers, 165 of which were females (88.7%), and 84 were secondary caregivers, 5 (6%) of which were females. Of the sample, 86.2% of relatives were married or living with a partner, 10.8% were divorced or separated and 3% were single or widowed; 65.3% of the sample was employed with a full or part time job. More than half of the sample (60.4%) was educated up to a secondary level and 39.6% was educated up to higher education. The whole patient group (n = 186) was made up of females (100%) with a mean age of 19.7 years (SD = 5.7; range = 12 -34). Of the patients, 128 had a diagnosis of anorexia nervosa (70%) and 58 had bulimia nervosa (30%). The mean age of ED diagnosis was 16.5 years (SD = 4.3) and the mean duration of their illness was 2.6 years (SD = 3.4; range = 1 -20). Clinical symptoms reported by the relatives were the following: 71.7% (n = 127) restricted food intake and 28.8% (n = 51) self-induced vomiting. Finally, 27.4% (n = 49) of relatives reported self-harm behaviours, 15.7% (n = 28) reported stealing and 7% (n = 12) reported alcohol abuse. Comorbidity of two or more behaviours was present in 13.4% (n = 25) of the patients.
Content Validity
The 3 expert translators all agreed that 55 out of the 60 items on the scale were valid related to conceptual and
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semantic equivalence of the sentences; therefore no amendment to these 55 items was required. For the remaining 5 items, terms such as "reassure'', ''flies off'' and ''nosing'' received minor modifications for cultural relevance. The administration of the scale to 10 caregivers from the Spanish Eating Disorders Carers Association identified 2 terms subject to confusion: "nosing about my business" and "butts into my private matters", the rest of the items were relevant and familiar.
Exploratory factor analysis
Given that responses to the LEE were binary (trueor-false), EFA was performed. Results from parallel analyses showed that the best structure for this data would be four factors. The EFA revealed a four-factor structure explaining 28.5% of the total variance. At this step, 15 items (1, 5, 15, 16, 17, 18, 21, 24, 25, 29, 40, 47, 51, 57 and 60) had factor loadings smaller than .40 and therefore were excluded from further analysis. The remaining 45 items accounted for 25.5% of the variance. Table 2 shows the item loadings, variance explained, item-total correlations and reliabilities for the four subscales and the total LEE-S.
As Table 2 shows, most of the items removed were originally part of the Intrusiveness scale and four items were from the Attitude toward the illness scale. Factor 1 included 14 items from three different original subscales such as "I support her when she needs it" (original item from emotional response) or "I understand her limitations" (original item from tolerance/expectations) or "I don't feel that she's causing me many troubles" (original item from attitude toward illness). All of these items were related to denial of the illness and negative feelings about the patient, and the label of "Attitude toward illness" was maintained. Regarding Factor 2, this subscale was comprised of only 8 original items from intrusiveness, which refers to offering unsolicited and critical advice, and maintained the same label, "Intrusiveness". Moreover, Factor 3 included 14 items from three different original subscales such as "I say she lacks control" (five items from attitude toward illness), "I get angry with her, things don't go right" (five items from tolerance/expectations), "I blame her for things not going well" (four original items from emotional response) and this factor was labelled "Hostility toward the patient" as the content of the items was related to irritability/hostility towards the patient. Finally, Factor 4 was comprised mostly of items from the original emotional response subscale, 7 items out of 9. The content of these items were related to lack of tolerance or coping with the illness such as "I can cope well with the stress", thus, it was labeled "Tolerance or Coping with illness". None of the items were deleted from the original emotional response subscale and were shared between Factors 1, 3 and 4.
Scoring the LEE-S scale
As a result, the final number of items in each of the four factors was either 14 (Attitude towards the illness (ATI) and Hostility (H); range = 0 -14), 9 (Tolerance/ Coping with illness (T/CI); range = 0 -9), or 8 (Intrusiveness (I) range = 0 -8). The scoring for the scale is 0 if True and 1 if False (range for total scale= 0 -45). The following items are reversed: 3, 7, 8, 10, 13, 19, 20, 22, 26, 27, 33, 35, 36, 37, 39, 41, 42, 45, 50, 52, 54, 55, 56 and 58 .
The mean of the total LEE-S scale for the 270 caregivers was 11.4 (SD = 6.7; range = 1 -38), and the means for the subscales were the following: Attitude toward illness was 1.3 (SD = 2.1), Intrusiveness was 3.0 (SD = 2.2), Hostility was 3.4 (SD = 2.9), and finally, Tolerance/Coping with illness was 3.7 (SD = 2.4).
Reliability
Cronbach's alpha values for each of the subscales of the relative version of the LEE-S were: .79 for the Attitude toward illness subscale, .75 for the Intrusiveness subscale, .78 for the Hostility subscale and .73 for the Tolerance/Coping with illness subscale. The value for the relative version of the total LEE-S instrument was .86 (see Table 2 ).
Item-total subscale correlations and intercorrelation
Correlational analyses between items and total subscales were conducted to measure the degree with which the items for each subscale capture specific characteristics or homogeneity as shown in the 
LEE-S subscale correlations
All LEE-S subscales intercorrelated substantially between themselves and with the LEE-S total score, with significant associations ranging between .19 and .81, except the Attitude toward illness with Intrusiveness subscales. Of all the LEE-S subscales, the Hostility subscale showed the highest correlation with the LEE-S total score (Spearman's rho = .81, p > .01). Results are shown in Table 3 . .33 LEE-20: I put him/her down if he/she doesn't live up to my expectations. Le/la critico si no cumple mis expectativas (14)* (T/E) .72 .35 LEE-55: I often accuse him/her of making things up when he/she is not feeling well. Le/la acuso a menudo de inventarse cosas cuando no se encuentra bien (42)* (ATI) .65 .38 LEE-56: I 'fly off the handle' when he/she doesn't do something well. "Pierdo los estribos" cuando no hace algo bien (43)* (T/E) .64 .56 LEE-7: I say he/she just wants attention when he/she is not well. Le/la digo que sólo quiere atención cuando no se encuentra bien (5)* (ATI) .63 .31 LEE-36: I get angry with him/her when things don't go right. Me enfado con él/ella cuando las cosas no van bien (26)* (T/E) .62 .44 LEE-3: I say he/she lacks control Le/la digo que no tiene control sobre sí misma/o (2)* (ATI) .57 .30 LEE-39: I accuse him/her of exaggerating when he/she says that she is unwell. Le/la acuso de estar exagerando cuando se encuentra mal (29)* (ATI) .54 .30 LEE-27: I say he/she causes his/her troubles to occur in order to get back at me. Le/la digo que él/ella crea estos problemas para vengarse de mí (18) Kazarian et al., (1990) , Factor 1: Intrusiveness (I); Factor 2: Emotional Response (ER); Factor 3: Attitude towards the Illness(ATI); and factor 4: Tolerance/expectation (T/E). * Numbers in the parentheses represent the item sequence in the Spanish version.
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Discriminant Validity
Discriminant validity was determined through correlations between the four subscales scores and the total LEE-S score, and the total score of the EDSIS and its subscales and the GHQ-12 total score. The LEE-S total score was significantly and positively correlated with the total score of the EDSIS (Spearman's rho = .39, p > .01). All dimensions of the LEE-S were related to EDSIS subscales and GHQ-12 scale, except the Attitude toward illness subscale that did not correlate with either EDSIS or GHQ-12 total scores. Regarding EDSIS subscales, the highest correlation was between Dysregulated Behaviour and the LEE-S total score (Spearman's rho = .42, p > .01). Results are also illustrated in Table 3 .
Clinical and demographic variables and the LEE-S
Negative and low correlations were found only between relative's age and Intrusiveness (Spearman's rho = -.13, p < .05) and the Tolerance/Coping with the illness subscale (Spearman's rho = -.13, p < .05), which means higher levels of intrusiveness and lack of coping when parents are younger. There were also significant differences in the Attitude toward illness subscale between patients with AN and BN, with the latter scoring higher in the subscale (Spearman's rho = .18, p < .01). There were no significant associations between illness duration and the LEE-S subscales (p > .05) nor with patient's symptomatology (p > .05). Finally, there was no association between comorbidity with alcohol abuse/stealing/ self-harm and the LEE-S subscales (p > .05).
Discussion
The study has verified that the relative version of the LEE-S is a valid and reliable instrument to measure the level of expressed emotion presented by a relative of a person with an eating disorder. As far as we know, it is the first self-report measure validated in Spanish that makes it possible to assess EE from the relative's perspective. Moreover, "LEE is a more readily applicable instrument, convenient to administer, in contemporary family settings" compared with other self-report questionnaires (Chien & Chan, 2010) . The content of the items was built upon empirical findings and based on the model provided by Vaughn and Leff (1981) . A review of the literature has shown several modifications of the first version of the LEE scale which assesses patient's perception of EE (Cole & Kazarian, 1988) and its psychometric properties. However, the relative version of the LEE, provided by Kazarian et al. (1990) has been selected as it fits our conceptualisation of EE from the relative's point of view. Table 3 Correlations between the four subscales scores and the total score of LEE and, the four subscales scores and total score of EDSIS and the GHQ total score ( = 270) ED subscales Regarding the instrument's content validity, all items of the Spanish scale were considered appropriately translated and with high semantic equivalence, with only five items requiring minor amendments.
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The 4-factor structure of the Spanish relative version of the LEE, with a dichotomous format, is consistent with the multidimensional nature of the original version proposed by Cole and Kazarian (1988) , which supports the assumption that the multidimensional nature of the emotional climate for relatives of patients with schizophrenia, also extends to other psychiatric conditions. The solution of four factors seemed to best fit the data, with consistent high factor loadings for each of the four factors (41-98), accounting for an acceptable percentage of the variance (25.5%). However, the Spanish version has been shortened to 45-items, as some of the items did not contribute sufficiently to the total scale. Differences in the item-subscale categorization may be grounded in different cultural values and beliefs related to relatives' perceptions of EE as well as the younger age of our sample and the consequent shorter illness duration of patients (M = 4.8 years) compared to other studies using the relative version of the LEE scale (Hearley et al., 2006; Kazarian et al., 1990; Kopelowicz et al., 2002) .
Most of the items were removed from the Intrusiveness subscale (for example, items 1, 5, 17, 21, 25, 29, 57) ; suggesting that repeated attempts to establish contact or to offer unsolicited help is probably considered to be a normal and supportive position for parents. However, Factor 2 maintained the original items of the Intrusiveness subscale. Regarding Factor 4, which was comprised of 9 items, 7 items were taken from the original emotional response subscale. In addition, we have changed two labels in the four-factor solution; Factor 3 which was labelled "Hostility" because the content of the items were related to hostility towards the patient, and Factor 4 which was labelled as "Tolerance/Coping with the illness", because the content was related to the method of coping with the illness.
Analysis of the internal consistency demonstrated high homogeneity between items and for the 4-factor solution (labeled as Attitude toward illness, Intrusiveness, Hostility toward patient and Tolerance/Coping with the illness) with acceptable values of internal consistency between .73 to .79 for the four subscales and .86 for the total LEE-S scale. Regarding intercorrelations between LEE-S subscales, all subscales were positively and moderately intercorrelated as expected, except for Intrusiveness and Attitude towards the illness, which did not intercorrelate significantly. However, our results cannot be compared with others, due to limited research provided from studies using the LEErelative version.
With respect to discriminant validity, we found moderate correlations between scores on the LEE-S scale and the specific ED caregiving experience (EDSIS) as well as psychological distress (GHQ-12), which suggests that EE evaluated with a self-report instrument and from a relative's perspective is a relevant construct that may have prognostic significance in family-based interventions, as also shown with the FMSS (Sepulveda et al., 2010; Uehara et al., 2001 ) and the CFI (van Furth et al., 1996) . More particularly, of all the negative and specific appraisals of caregiving (EDSIS subscales), Dysregulated Behaviour related to the illness was the aspect that most correlated with the total LEE-S scale (rho = .42); this might explain how "abnormal" ED behaviours arouse high levels of EE in relatives, or on the contrary, as the direction of the correlation has not been studied, how high EE as a maintaining factor, may negatively affect the ED, increasing dysregulated behaviours in patients. Furthermore, Hostility towards the patient was the subscale that most strongly related to specific aspects of caregiving of the total EDSIS (rho = .36). Again, the direction of correlation is not known; hostility manifested by the patient may increase specific ED burden in the relative or vice versa, when burden of caregiving is high, high levels of hostility are expected by the patient.
Regarding clinical and demographic variables and the LEE-S associations, we found that younger relatives lack coping strategies and tend to be intrusive toward the ailing family member in contrast to results found by Sepulveda et al. (2010) where no association between age and EE levels was found using the FMSS. We also found a more negative attitude toward illness in relatives of patients with BN, compared to patients with AN. In contrast, Santanastaso et al. (1997) found that over-involvement was higher for AN relatives compared with BN relatives, and in the study by Graap et al. (2008) , in which relatives of patients with BN reported a lower number of problems, less need for interventions, less burden and fewer health problems, as compared to relatives of patients with AN and schizophrenia. Finally, EE in our study was present during the whole course of the illness without significant changes regarding the illness duration, which suggests the necessity for family interventions at any point during the illness. On the contrary, a positive association between illness duration and EE levels was shown in the study by Sepulveda and colleagues (2010) .
There are some limitations that should be noted. Firstly, additional attention should be given to assessing test-retest reliability, a property that was not assessed in the current paper. Secondly, whether or not the scale is able to predict symptomatic improvement in ED patients and relatives after treatment requires further investigation. A third limitation is that characteristics of the illness were collected from a self-report survey completed by relatives as opposed to using diagnostic or standardized measures. Fourth, relatives were recruited from two hospitals and a caregiver SEPÚLVEDA, ANASTASIADOU, DEL RÍO, AND GRAELL organization and the generalisability of these results is uncertain. The majority of diagnoses and clinical variables (i.e. age of onset) were established by medical reports thus limiting a potential bias related to these findings to the ADANER sample. However, all of the ADANER members had been diagnosed and had received treatment (or were receiving) for their relative's eating disorder. Finally, it would be interesting to employ a confirmatory factor analysis to confirm the dimensions of the LEE-S in the Spanish sample.
In conclusion, the relative version of the LEE-S instrument showed a moderate to strong construct validity between items, internal consistency, as well as moderate discriminant validity with other instruments. The four key components of the LEE-S proposed in the present study, are widely recognized behaviours and emotional styles which conceptualize EE construct in EDs (Schmidt & Treasure, 2006; Treasure et al., 2008) . Several family-based interventions have addressed these four components so as to improve the caregiving experience and illness outcome (Uehara et al., 2001) . Consequently, we suggest the further use of the relative version of the LEE-S in clinical settings, although future research in this area should focus on determining a reliable cut-off point for the questionnaire and on promoting its use in other clinical populations.
